Introduction {#Sec1}
============

Adjustable gastric banding (AGB) is a purely restrictive procedure that involves placing a tight, soft silicone ring around the top part of the stomach. The band is connected to an injection port placed in the subcutaneous tissue. Partially responsible for its overall decline, late complications of AGB include band erosion, band slippage or prolapse, port or tubing malfunction, leakage at the port site tubing or band, pouch or esophageal dilatation, and esophagitis \[[@CR1], [@CR2]\]. It has been estimated that band removal will eventually be necessary in 50--80% of AGB patients \[[@CR3]\]. Long-term results from a series of 78 AGB patients showed that nearly 40% of patients experienced major complications, 22% had minor complications, and almost half of the patients required reoperation \[[@CR4]\]. Major complications included band erosion (28%), pouch dilation (11%), and band infection (1%). Minor complications included port-tubing disconnections (20%), incisional hernias (5%), and port infections (2%).

In a series of 571 AGB patients from February 1998 to July 2006, intragastric band migration was found to be an unusual but a major long-term complication of gastric banding: its incidence ranges from 0.5 to 3.8%, and it universally mandates removal of the band \[[@CR5]\]. The classic treatment for band erosion has been the laparoscopic removal of the eroded band. Laparoscopic approaches can be challenging due to the potential fibrosis and inflammation surrounding the eroded band as well as the need to perform a gastrotomy. However, the successful endoscopic management of this complication has aided in decreasing the need for surgical intervention \[[@CR6]\].

In this case report, we describe the use of a pediatric colonoscope to remove an eroded and subsequently migrated AGB causing small bowel obstruction (SBO) in the proximal jejunum. Informed consent was obtained from the patient for publication of this case report and accompanying images.

Clinical Case {#Sec2}
=============

A 69-year-old female presented with worsening abdominal pain over the last 2 days. The colicky and intermittent pain was mostly localized in the epigastric area and was radiating to the back. She denied any nausea, vomiting, fever, or any change in her bowel habitus. Surgical history included an uneventful laparoscopic AGB performed over 10 years ago, and her current BMI is 31.6. Her laboratory work-up was all within normal. A CT of the abdomen and pelvis (Fig. [1a](#Fig1){ref-type="fig"}, [b](#Fig1){ref-type="fig"}) showed an endoluminal band located in the proximal jejunum, disconnected from the intragastric tubing, with no evidence of pneumoperitoneum. The patient was scheduled for surgical intervention; however, due to the COVID-19 pandemic crisis, a 48-h delay in management occurred. During this period, a clinical picture of small bowel obstruction with abdominal distension and vomiting evolved despite persistently normal inflammatory markers.Fig. 1Arrow showing the eroded and migrated AGB in the jejunum. **a** Scout of CT and **b** CT abdomen and pelvis

The Procedure {#Sec3}
=============

The patient underwent endoscopic exploration with a pediatric colonoscope under general anesthesia. The abdomen was prepped in case a conversion to laparoscopy was necessary given the distal location of the AGB. After the aspiration of 2 L of fluids from the stomach and duodenum, the jejunum was intubated successfully. A proximal food bezoar and the migrated AGB were identified at about 15 cm distal to the Treitz (Fig. [2a](#Fig2){ref-type="fig"}). The band was then snared by encircling the severed end of the buckle, the point of disconnection between the band and tubing. Under direct endoscopic visualization, the band was retracted into the stomach where it was subsequently sectioned using a gastric band cutter (A.M.I. Gastric Band Cutter System, Agency for Medical Innovation GmbH, Götzis, Austria) (Fig. [2b](#Fig2){ref-type="fig"}, [c](#Fig2){ref-type="fig"}). The sectioned band was then snared and successfully retrieved trans-orally. No luminal injury was noted in the bowel nor in the stomach. Retroflexion of the endoscope did not reveal any fistula within the cardia or fundus of the stomach; however, a small part of the AGB tube was found, and it was also trans-orally retrieved.Fig. 2**a** The food bezoar, the eroded and migrated AGB being snared from 15 cm distal to the Treitz and then being placed in the stomach. **b** Sectioning of the AGB in the stomach using AMI band cutter. **c** Snaring and removal of the AGB from the stomach. **d** The complete adjustable gastric band apparatus

Removal of the subcutaneous port was performed through a small 15-mm incision. The complete AGB apparatus is shown here (Fig. [2d](#Fig2){ref-type="fig"}). The procedure was completed with a total duration of 75 min and was well-tolerated by the patient, who was discharged home on the same day on proton pump inhibitor prophylaxis. The patient presented 1 week post surgery with an unrelated colitis for which an outpatient antibiotic treatment was given. Based on 1-month follow-up, the patient is asymptomatic and has recovered well.

Discussion {#Sec4}
==========

Endoscopic management of band erosions together with extraction of the subcutaneous port through a separate small skin incision represents an elegant minimally invasive option. Multiple techniques for intragastric band sectioning and retrieval have been described \[[@CR7], [@CR8]\]. Rarely, complete gastric band erosion can be associated with band disconnection and migration into the small bowel. As the band migrates into the jejunum, it becomes more challenging to retrieve endoscopically, especially when associated with small bowel obstruction. Using a pediatric colonoscope was befitting and enabled the extension of the endoscopic reach in an adult and the retrieval of the distally migrated band. This technique saved the patient from a surgical procedure in which opening and then suturing of the digestive organs would have been performed, with all its inherent risks and consequences.

Conclusion {#Sec5}
==========

Despite the decline in the laparoscopic AGB procedures, long-term complications of the procedure still arise including complete erosion and migration of the band distally, leading to obstruction. Bariatric surgeons must be aware of these complications and be able to manage them. Endoscopy remains a safe and relatively noninvasive approach to deal with such complications. To our knowledge, this is the first report illustrating the endoscopic removal of an eroded, migrated, and disconnected AGB causing SBO in the proximal jejunum using a pediatric colonoscope. Although potentially challenging, this minimally invasive approach enabled the same day discharge and prevented further unwarranted hospital exposure during the COVID-19 pandemic.
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